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1University of Dammam, Saudi Arabia, 2Zagazig University, Egypt, and 3University of Maastricht, the Netherlands
Abstract
Background: Medical professionalism has been described as a set of attributes and behaviors, yet the Western frameworks of
medical professionalism may not resonate with the cultural values of non-Western countries.
Aim: This study aims to formulate a professionalism framework for healthcare providers as interpreted by local medical
professionals in Arabian countries.
Methods: A purposive sample of 17 experts from diverse disciplines participated in a Delphi study in three rounds. Consensus
was identified by content analysis and by numerical analysis of responses on the basic attributes of medical professionalism in
Arabian context.
Results: Eight professional traits were shortlisted and coupled in four themes (Gates): dealing with self, dealing with tasks,
dealing with others and dealing with God. Self-accountability and self-motivation were interpreted from a faithful viewpoint as
‘‘taqwa’’ and ‘‘ehtesab’’, respectively, in Arabic.
Discussion: The Four-Gates Model helps in better understanding of medical professionalism as grounded in the minds and
culture of Arabs. The model may act as a genuine framework for teaching and learning of medical professionalism in Arab medical
schools.
Conclusion: The study highlights the divergent interpretation of medical professionalism between Western and Arabian contexts.
The Four-Gates Model may work for faith-driven societies, but not for non-Muslims Arabs students or teachers or in institutions
with humanistic values.
Introduction
Medical professionalism has received growing attention in the
literature of medical education, particularly during the past
decade. The international accord on the value of profession-
alism in medicine is not supported with a shared concrete
understanding of its nature and elements. There is no
conclusive definition for medical professionalism that can be
universally addressed in medical education. Professionalism is
a generic term (Cruess & Cruess 2010) and, therefore, should
be operationalized into workable attributes and behaviors
(Hafferty 2004). Professionalism has been explicitly addressed
as an outcome of different medical education systems world-
wide, but there is no consensus on the interpretation of the
elements contributing to medical professionalism as reported
by leading organizations and seminal scholarly reports, as
listed in Table 1.
Medical professionalism is a blend of implicit moral
commitment and core attributes that are demonstrated in
explicit behaviors. To this point, it is significant to highlight the
two terms that are used in this discourse, sometimes inter-
changeably. The term professionalism, which is commonly
used in North America, seems to contrast the term professional
behavior that is more frequently used in Europe (Papadakis
et al. 2004). Professionalism is an abstract term that embraces
Practice points
 The principles of medical professionalism are culture-
specific that should be inferred in light of local
tradition, values, beliefs and ethos.
 Eight professional qualities were portrayed in four
gates, not in intersecting circles or building boxes to
captures the dynamic nature of professionalism, as a
pathway.
 The Four-Gate Model is a genuine interpretation of
professionalism as grounded in the minds of native
Arab medical. The forth gate (Dealing with God) is
particularly applicable to societies, where faith repre-
sents a cornerstone in communication and the basis
for social values.
 When self-accountability is interpreted as ‘‘taqwa’’ in
Arabic, it empowers an intrinsic drive for reflection,
vigilance and careful estimation of actions and their
consequences.
 Self-motivation, if perceived as ‘‘ehtesab’’ in Arabic, is
expected to energize excellence and commitment, in
the absence of instant rewards by people, official
bodies or even the community at large.
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elements like integrity, honor, compassion, altruism, etc. (inner
core), while professional behavior refers to the observable
manners and conducts of professionals that can be viewed and
assessed by the public (outer shell) (Irvine 2005; Leape &
Fromson 2006). It makes sense to approach the core
(attributes) of professionalism to learn more about its mani-
festations on the outer shell (behaviors).
Our quest for understanding medical professionalism is
further complicated by the concept of the social contract. Any
profession needs two elements to survive; interest of the
public in the services provided and trust in the members of
that profession. The medical profession is not an exception.
Based on knowledge and moral authority of the doctor, a true
social contract is built between the professional and the public
(Beauchamp 2004). The social contract, as defined by Cruess
(2006), is ‘‘a contractual relationship with a series of obliga-
tions and expectations based on mutual trust between the
society and medicine’’. Different societies vary in their
expectations from medicine and, therefore, what is considered
professional from an American or European physician may
not be perceived so – by patients and society – in Arabian or
Asian context.
Professionalism is culture-sensitive and the situations used
to measure its constructs or domains should reflect the cultural
differences. What are the implications for this notion in
medical education? Professionalism can best be taught, learned
or assessed when clearly described in its local context. Cruess
and Cruess (2006) further advocated that each institution
should develop its own so called cognitive base on medical
professionalism. This cognitive base encompasses definition,
description, elements and attributes of medical professionalism
and it dictates what will be taught, evaluated and expected of
students, trainees and physicians. We should seek a consensus
on the substance of that cognitive base and this must remain
consistent throughout the educational process, as a basis for
teaching, learning and assessing medical professionalism.
Medical professionalism has been recently addressed as an
explicit outcome and as a core value in medical education in
Arabian context (Zaini et al. 2011). The Arabian context is a
blend of culture, traditions, beliefs and behaviors that are
being practiced by nations of Arabian countries in the Middle
East where Arabic is the official language and Islam is the
religion of the majority of the population. Those behaviors and
traditions are not necessarily derived from Islamic doctrines,
but some common values have been accepted as the norm
among populations of these countries. Although there are
differences, ‘‘Arab world’’ is a single, overarching society rather
than a collection of several independent states (Barakat 1993).
Therefore, it was not surprising to find similarities of the
attitudes of Egyptians and Saudis on medical professionalism
(Al-Eraky et al. 2013).
Listing the attributes of good physicians was the aim of
scholarly studies on medical professionalism in other contexts.
Sehiralti et al. (2010) explored professionalism attributes as
perceived by first-year students in Turkey, while Brownell and
Côté (2001) studied them from the perspectives of senior
residents in Canada. Identifying attributes of medical profes-
sionals in the Arabian context may follow one of two
approaches to content analysis of qualitative data (Hsieh &
Shannon 2005). The first one is called: directive content
analysis, where an established framework on professionalism
is used as scaffold to structure responses. It is like borrowing
someone’s hat and check if it may also fit your head. One of
these established frameworks was reported by the American
Board of Internal Medicine (ABIM), which includes six
domains of professionalism; altruism, accountability, excel-
lence, duty, honor and integrity and respect for others (ABIM
1995; see Table 1). Despite it was originally developed in the
USA (Blackall et al. 2007; Quaintance et al. 2008; Symons et al.
2009), the ABIM framework of medical professionalism has
been found to be also applicable for other contexts in Taiwan
(Tsai et al. 2007), Iran (Aramesh et al. 2009), Japan (Suzuki
2009) and also in the Arab world (Al-Eraky & Chandratilake
2012) with minor adjustments.
Unlike the first approach of the borrowed hat, there is
another customized approach, which is based on conventional
content analysis (Hsieh & Shannon 2005). Here, there is no
preset reference framework to anticipate elements of profes-
sionalism. The absence of a preliminary platform is challen-
ging, but this method has the advantage of gaining direct
information on the attributes and behaviors of medical
professionalism, as they are grounded in the minds of native
experts without imposing preconceived categories or theoret-
ical perspectives, which makes it also more authentic and
Table 1. Keywords used to indicates elements of medical professionalism, as reported by leading professional organizations and scholarly
reports.
ABIMa (1995) Chard et al. (2006) Steinert et al. (2007) Hilton & Slotnick (2005) Rogers & Ballantyne (2010)
 Accountability  Appraisal  Altruism  Ethical practice  Care for colleagues
 Altruism  Careers  Autonomy  Reflection  Collaboration
 Duty  Education  Commitment  Respect for patients  Honesty
 Excellence  Leadership  Competence  Responsibility for actions  Probity
 Honor  Research  Ethics  Self-awareness  Reflection capacity
 Integrity  Teams  Honesty  Social responsibility  Relationship with patients
 Respect for others  Integrity  Teamwork  Respect for patients
 Morality  Responsibility
 Responsibility to society  Self-awareness
 Responsibility to the profession  Teamwork
 Self-regulation
 Teamwork
aABIM: American Board of Internal Medicine, USA.
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defensible. Knowledge generated from conventional content
analysis is founded on participants’ unique perspectives who
are supposed to respond to open ended questions to explore
what they consider as the essential tenets of medical profes-
sionalism in the Arabian context.
In brief, the codes of medical professionalism are derived
from pre-existent frameworks in the first directive content
analysis, while they are defined during data analysis – on the
go – in the second approach of conventional content analysis.
This study will follow the second approach aiming at
bargaining a consensus on the attributes (core) and behaviors
(shell) of medical professionalism in the Arabian context. This
approach is expected to obtain a better understanding of the
nature of medical professionalism as perceived by Arabs. We
aim to develop a framework on medical professionalism that is
genuine to Arabian countries.
Method
Study design
For conventional content analysis, we used a Delphi technique
in a series of sequential questionnaires or ‘‘rounds’’, inter-
spersed by controlled feedback. The Delphi technique is an
established method of harnessing the opinions of an often
diverse group of experts on practice-related problems (Powell
2003). We pursue consensus on essential professional values
and behaviors among selected health professionals and
educators. The Delphi process extended to three rounds in
an iterative manner; i.e. stimulus of the second round is
decided based on anonymous responses of the first round and
so on.
Participants
The Delphi does not call for expert panels to be representative
samples for statistical purposes, but representativeness is
assessed on the qualities of the expert panel rather than its
numbers (Powell 2003). The selection of participants for a
Delphi study should not necessarily be random, but may be
purposive to epitomize relevant groups (Polit & Beck 2006).
Our sampling technique was designed to maximize diversity of
participants from both genders. Invited experts had to repre-
sent a wide spectrum of specialties and background from four
Arab universities from Egypt, Saudi Arabia, Oman and Sudan.
Almost one quarter of Arabian populations lives in the first two
countries and, therefore, we purposely enrolled more experts
from Egypt and Saudi Arabia. Participants fulfilled particular
inclusion criteria, as they had to be (a) native Arabic speakers;
(b) medical or dental professionals in clinical and non-clinical
disciplines, and (c) engaged in undergraduate medical educa-
tion and/or residency training. Four dentists were included
along with 13 medical doctors, because both professions are
entitled as doctors in our culture. The demography of the
members of the reference panel is shown in Table 2. Almost
half of the candidates were certified medical educators and,
therefore, were quite oriented about the value of the concept
of professionalism in medical education.
An invitation was sent via e-mail as blind carbon copy (bcc)
to all potential members of the reference panel with
explanation of the study objectives and their expected role.
There was no direct communication between experts on the
study subject and none of them was aware about the list of
participants. Three rounds were planned and administered. In
each round participants reflected on stimuli designed by
authors then confirm their inputs to reach agreement.
Round 1
The first round questionnaire is recommended to be unstruc-
tured and include open-ended questions to motivate partici-
pants to elaborate on the topic under investigation and
increase the richness of the data collected (Rowe 1994;
Powell 2003). We started by asking experts to answer four
questions regarding: what a professional doctor should be,
should do, should not be and should not do. This round
intended to gather all possible attributes and behaviors of
medical professionalism as well as unprofessional ones.
A qualitative content analysis of responses was then under-
taken and this provides the basis for subsequent rounds.
Round 2
Respondents to round 1 were contacted and provided with the
results and they were asked to select the top-10 foremost
qualities for medical professionalism. The sum of votes was
calculated and professional attributes of the highest votes were
sorted in higher-order categories.
Round 3
All respondents from round 2 received one more request to
review and confirm their selection as categorized in four main
themes. A new framework was designed to describe the
domains and traits of medical professionalism in Arabian
context.
Data analysis
Qualitative content analysis focused on manifest content only
(Kondracki et al. 2002), because all communication was
Table 2. Demography of experts in the reference panel, which
represents the diversity of gender and background of its members.
Panelist No. Gender Profession Settinga Specialty
1 M Medicine Clinical Psychiatry
2 F Medicine Clinical Surgery
3 M Medicine Academic Medical Education
4 M Dentistry Clinical Dental Radiology
5 F Medicine Academic Microbiology
6 M Dentistry Clinical Maxillofacial surgery
7 M Medicine Clinical Pediatrics
8 M Medicine Clinical Pediatrics
9 M Medicine Clinical Pediatrics
10 F Medicine Academic Physiology
11 F Medicine Clinical Hepatology
12 F Dentistry Academic Dental Pathology
13 F Medicine Academic Medical Education
14 M Medicine Clinical Family Med.
15 F Medicine Academic Biochemistry
16 M Medicine Clinical Emergency
17 M Dentistry Clinical Pediatric Dentistry
aClinical setting involves direct patient care while academic does not.
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written to and from panelists via emails. Knowledge generated
from our content analysis is based on participants’ unique
perspectives as grounded in the actual data. We followed the
conventional approach to content analysis to gain direct
information from study participants without imposing precon-
ceived categories or theoretical perspectives. The response
from each panelist was considered the unit of analysis
(answers to the four questions in Round 1), which included
a number of meaning units (texts). Meaning units represented
features of un/professionalism and varied in length, ranging
from one word, e.g. ‘‘respect’’ and ‘‘truthful’’ to a couple of
lines, e.g. ‘‘doctors should keep secrets of their patients and
never disclose them to people outside the healthcare practice’’.
Short meaning units were condensed and coded as such, but
longer ones were shortened with the preservation of their gist
to form condensed meaning units. Many condensed meaning
units were found similar and shared the same synonyms or
antonyms, e.g. ‘‘truthful’’, ‘‘telling the truth’’ and ‘‘lying’’, and
therefore one code was given to them all, e.g. truthful, as
shown in the last column of Table 3. Codes were then grouped
under higher headings (categories), which were eventually
clustered in four themes.
Credibility can be established through activities such as
peer debriefing and review of content analysis (Manning
1997). Two authors contributed to the content analysis
independently and then agreed on the final codes, categories
and themes. Consensus was identified by content analysis (in
round 1 and 3) and by numerical analysis (in round 2).
Results
Round 1
Of the 21 invited experts, 17 responded to round 1 and
sent their answers to the given four open-ended questions
(Figure 1). Each participant listed 2–5 attributes (meaning
units) to catalog professional and unprofessional manners of
doctors. Meaning units reached up to 192 in total and they
were condensed, coded, merged and sorted into 24 higher
order categories to portray qualities of medical professionalism
in Arabian context (see Appendix 1). The categories were
decided by two authors and send back to panelists for
evaluation.
Round 2
Panelists listed the top-10 professional categories (of the 24),
which they perceive as essential without ranking from 1 to 10.
Eight categories received nine votes (half of participants plus
one) or more, and therefore considered of prime importance.
Authors found links between each pair of categories and,
therefore, provide the rationale for the Four-Gates Model of
Arabian medical professionalism, as shown in Figure 2.
Grouping professional qualities in clusters was recently
reported in a number of scholarly articles on medical
professionalism (Chandratilake et al. 2010; van Luijk et al.
2010). The Four-Gates Model encompasses eight professional
traits as coupled in four themes; dealing with self, dealing with
task, dealing with others and dealing with God. The first gate –
‘‘dealing with self ’’ – included two attributes: self-awareness
and self-management. Doctors should learn about themselves
first (dealing with self) to recognize their potentials and
limitations, then find out how to fulfill their needs and learning
gaps (Self-awareness). Self-management is not only about time
management, but about life management. Medical profes-
sionals have to allocate the appropriate time and effort for their
various professional roles as clinicians, teachers, scholars and
community leaders. At the same time, they should also attend
to their personal and family responsibilities.
The second gate – ‘‘dealing with tasks’’ – is mainly about
excellence and reflection. Medical professionals have to
commit to professional development to fulfill the growing
patients’ needs and keep abreast with advancement of
technology in diagnosis and treatment. Aspiring towards
excellence is not only for clinical practice, but also to enhance
performance in teaching and research as well. Reflective
practice is a key attribute while dealing with any task, because
such skill helps doctors to identify their learning gaps and so it
is also connected with dealing with self in the first gate.
The third gate – ‘‘dealing with others’’ – is about commu-
nication with patients, colleagues, supervisors, subordinates
and may extent to other members of the institution and the
Table 3. Examples of meaning units, condensed meaning units and codes.
Meaning unit Condensed meaning unit Code
The doctor should be transparent with patients and never lie to them
about their illness, diagnosis and management
Transparent and truthful with patients Truthful
Doctors should not lie Do not lie Truthful
Always tell the truth Tell the truth Truthful
Respect patients in diagnosis and management Respect patients Respect
Respect Respect Respect
Respect students in front of patients, nurses, peers Respect students Respect
Do not underestimate views of other doctors Respect colleagues Respect
Professional doctors should keep the secrets of their patients and never
disclose them to outsiders
Keep patient secrets Confidentiality
Doctors should know his limits and shortcomings Know about own limits Self-awareness
Doctors should learn about their potentials and strengths Learn about own potentials Self-awareness
Doctors should create a balance between personal life and professional
commitments
Balance between personal and professional duties Balanced life
Doctors should not be committed to extra duties that interfere with their
normal life
No extra duties that interfere with normal life Balanced life
The Four-Gates model on professionalism
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community at large. Experts of the panel found that respect
and confidentiality are key attributes when dealing with others.
The fourth gate – ‘‘dealing with God’’ – is fairly new to the
main stream literature on medical professionalism. Self-
accountability and self-motivation have been addressed in the
literature, but the current study interprets them from a different
take, as linked to a Super Power (God) that monitors and
rewards for all actions, as it will be further elaborated in the
Discussion section.
Round 3
Participants agreed that the Four-Gate model is relevant to
Arabian context and represents the most essential elements of
medical professionalism that should be taught, learned and
assessed in medical education.
Discussion
This study is an attempt to identify attributes of Arabian
professional doctors as grounded in the minds of native
Arabian members of the medical and dental academic
and clinical community. In a Delphi process, we have
reached an agreement to list eight principal traits of
medical professionalism in Arabian context, which can be
compared against the keywords reported from Western
perspectives in Table 1. Shared qualities included self-
awareness, accountability, excellence, reflective practice
and respect. No list, though, is ever claimed to be
comprehensive or conclusive. The third gate addressed
dealing with others, but did not attend to attributes like
collaboration, teamwork, leadership and social accountabil-
ity. Yet, the Four-Gate Model stands out with a new theme,
in its fourth gate (dealing with God), which was rarely
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The Four-Gates Model of
Medical Professionalism
Consensus on the new model
(8 aributes in 4 themes)
Figure 1. Storyboard of the Delphi technique showing the flow of communication between authors (on the left) and panelists
(on the right) throughout the process over three rounds.
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Faith and medical professionalism
Faith, in God (Allah) and the hereafter (Day of Judgment), is
what more than 90% of Arabs share, regardless of their diverse
affiliations and nationalities (Barakat 1993). Like the metaphor
of the elephant in the room, Arabs (particularly Muslims)
tend to overlook faith as a core cultural value of medical
students, teachers and patients. In Arab countries, linking self-
accountability and self-motivation to faith (dealing with God)
might possibly lead to tangible improvement in professional
conducts. Such improvement, in presence of good role models
who practice what they preach, may be expected to be
sustained, even in absence of direct supervision or instant
reward. Faith may further provide the doctor with an internal
North and insight to navigate his/her path in a sophisticated
healthcare environment. This study attested that faith plays an
axiomatic role in shaping medical professionalism in Arabian
context, which is clearly demonstrated in the two attributes in
the fourth gate; self-accountability and self-motivation.
Self-accountability for own behaviors in absence of human
monitoring is also known as ‘‘taqwa ’’ in Arabic. Doctors
are smart creatures who can cunningly commit themselves to
the minimum without being legally caught. It is time to shift
from extrinsic drives which we trust to moderate medical
practice. The medical profession is not (only) governed by
professional bodies, rules, patients’ needs or societal expect-
ations. There is something far beyond the social contract with
its series of expectations and obligations between society and
medical profession. When self-accountability is interpreted as
‘‘taqwa’’, it empowers an intrinsic drive for reflection,
vigilance and careful estimation of actions and their conse-
quences, because they are witnessed by God, even in absence
of people.
Self-motivation – or ‘‘ehtesab ’’ – in Arabian context is
not fueled by rewards from people (patients, families,
individuals, professional bodies or community at large), but
it is when doctors do their best in clinical work, teaching and
research duties and then expect reward from God or a
superpower that owns everything, whether in this life or
afterwards. This makes it less necessary to rely on immediate
carrots (incentives, decoration and acknowledgment) to
motivate doctors to stick to professional conduct. The notion
of the genuine self-motivation – in a faithful society – is
expected to energize excellence and commitment. Think of an
Arab doctor who is working for long duty hours in night shifts
and is doing utmost efforts to provide the finest medical care to
never satisfied patients, family or employers. Faith in God
almighty who compensates people for their deeds, may inspire
that doctor to replenish his/her passion for services and
commitment to excellence. Self-motivation in an Arabian or
religious cultures, therefore, can probably be better linked to
the divine accountability than social accountability.
Salient features of the Four-Gate Model
The Four-Gates Model has also four salient features. First, the
Four-Gates model suggests a move from the classical percep-
tion of medical professionalism as a short list of standalone
attributes (as in Table 1), to link them in a structural pattern of
connected professional qualities as coupled in four logical
domains (Gates). This may serve as a helpful mnemonic to
facilitate educational interventions, like the classical 10 ques-
tions to be asked when planning a course or a curriculum
(Harden 1986), which were coupled in five twin concepts (Al-
Eraky 2012, Figure 3). It is important for medical students and
teachers to correlate professional attributes, as demonstrated in
the Four-Gates Model, because such coupling is expected to
advance teaching and learning of medical professionalism. For
instance, Self-awareness and self-management (#1 and #2 in
the smaller arch) are interconnected, because they both
contribute to emotional intelligence, which maps on to
professionalism (Lewis et al. 2005) and is gaining more
attention in medical education (Cherry et al. 2012).
Second, four of the eight attributes started with ‘‘self’’. This
observation implies the value of developing and nurturing self-
awareness and self-management (#1 and #2 in the inner arch)
Self-awareness, recognize own potenals and limitaons
Self-management; balance between personal and professional roles
Excellence and commitment to professional development
Reflecve pracce
Respect for paents, colleagues and students
Keep professional confidenality
Self-accountability for own behaviors (taqwa         )*





Figure 2. The Four-Gates Model of Arabian Medical Professionalism. *Arabic synonyms (in Italic) and Arabic script to indicate
faith-rooted concept. According to Barakat (1993), faith is what more than 90% of Arabs share, regardless of their diverse
affiliations and nationalities.
The Four-Gates model on professionalism
S13
as the route to the inner peace and having self-accountability
and self-motivation (#7 and #8 in the outer arch). Medical
professionalism starts by preparing professionals – themselves
– to work in a complex healthcare system, with major key
players like pharmaceutical and insurance companies along
with the escalating stress from vocal patients’ complaints and
longer duty hours from one hand, and commitment to other
non-clinical roles like teaching and research, let alone the
family responsibilities of doctors on the other hand. Countless
temptations, precaution and obligations made modern medical
profession incredibly sophisticated, like no other professions,
simply because doctors are dealing with human lives. In
concert with being competent, fulfilling patients’ needs and
meeting societal expectations, doctors also need to learn about
how to keep their internal serenity and true North. Success –
and failure by the way – starts from within, but unfortunately,
these notions are rarely attended to in the discourse of medical
professionalism. Addressing professional qualities about self
may stimulate further discussion in this track.
Third, the model stimulates lateral thinking on medical
professionalism. Notice that the eight qualities were portrayed
in gates, not in intersecting circles or building boxes.
Illustrating domains of medical professionalism in gates
captures the dynamic nature of professionalism, as a pathway;
a notion that resonates well with the term ‘‘aspiring towards’’
that was eloquently used by the American Board of Internal
Medicine when listing attributes of medical professionalism in
their milestone publication named: ‘‘Project Professionalism’’.
The model implies that: being a professional doctor is not a
destination, but rather a lifelong journey through these four
gates. The gates were intentionally sketched of variable
heights. The forth gate is not only larger, but it also overarch
other gates, because it acts as a beacon in the dark ocean with
high tides.
Fourth, despite the Four-Gates Model has emerged from
Arabian background, it may be also applicable (after valid-
ation) to other similar cultures, where faith represents a
cornerstone in communication and the basis for social values.
Faith, however, was not reported as a key principle in
interpreting professionalism in non-Arab countries with
Muslim majorities like Iran (Aramesh et al. 2009) or Turkey
(Sehiralti et al. 2010). The fourth gate of the model should be
addressed with care with non-believers in Arab countries or in
institutions whose mission and vision are based on humanistic
rather than religious principles. Each institution should decide
on the cognitive base of professionalism that will remain
constant throughout the continuum of medical education
(Cruess & Cruess 2006).
Professionalism is a social construct and is culture-sensitive.
Regional similarities and differences in understandings of
professionalism have been reported by medical practitioners
in UK, Europe, North America and Asia (Chandratilake et al.
2012). In China, professionalism encompasses Confucian
values like ren ai (humane love) and gong xin (public
spiritedness) (Pan et al. 2013). Professionalism, therefore,
should be interpreted in view of local traditions and ethos (Al-
Eraky & Chandratilake 2012). To the best of our knowledge,
this study provides a basis for understanding professionalism
apart from Western ideologies, but as grounded in the minds
of local medical practitioners in the Arab region.
Limitations
This study has several limitations. The study relied on a
convenience sample of Arab professionals, so results may not
be applicable to the general population. Other stakeholders
like medical students, patients, policy makers and community
leaders may be included in future studies to tap on their views
on the Four-Gates Model. The fourth gate included two
attributes of taqwa and ehtesab, which are known to the
Muslim majority of Arabs, but it may limit the applicability of
the model on Arab non-Muslim minorities. To avoid this,
educators may focus on the generic understanding of self-
accountability and self-motivation and demonstrate relevant
examples in the daily life of Arabs of all nationalities and
beliefs of these two professional qualities. Some attributes of
the Four-Gates Model might be challenging for teaching,
learning and assessment, particularly those in the inner and
outer gates of the model. These attributes may need more
attention in future studies to explore them further and decide
the best practice to address them in undergraduate and
postgraduate curricula.
Conclusion
The new Four-Gates Model on medical professionalism is
expected to improve the interpretation of medical profession-
alism in Arabian context, beyond fulfilling patients’ needs and
meeting societal expectations. This study suggested that faith-
driven concepts like taqwa and ehtesab can be used to
advance professionalism education and practice of Arab
medical practitioners. These notions, however, may not be
all relevant to non-Muslims Arabs or in institutions whose
principles are based on humanistic values. This study stimu-
lates further discussion on interpretation of medical profes-
sionalism in view of local traditions and ethos.
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Appendix
Appendix 1. Attributes and behaviors of Arabian medical professionals, as retrieved from content
analysis of narratives from medical professionals and educators.
Attributes of medical professionalism in Arabian context
1. Altruism; put patient interest first
2. Competent, skillful and knowledgeable
3. Excellence and commitment to professional development.
4. Fair with everyone
5. Flexible, ready to seek help and benefit from feedback
6. Honest, always
7. Humble with everyone
8. Keep professional confidentiality
9. Leadership
10. Listen, smile and communicate well with patients and colleagues
11. Recognize different professional roles; as a clinician, teacher, mentor and scholar
12. Reflect on practice
13. Respect for patients, colleagues and students
14. Scholarship and evidence-based practice
15. Seek power and support from God, not people (ESTEANAH )*
16. Self-accountability for own behaviors and stay away from suspicions (TAKWA )*
17. Self-awareness; recognize own potentials and limitations
18. Self-Management; balance between personal and professional roles
19. Self-monitoring of behaviors in the absence of supervision (MORAKABAH )*
20. Self-motivation and expect reward from God, not people (EHTESAB )*
21. Show mercy, care, empathy and sympathy with patients and juniors.
22. Teamwork
23. Truthful, always
24. Volunteer support when needed
*Arabic expressions that eloquently describes each concept in one word.
Attributes in boldface were shortlisted by experts to contribute to the Four-Gates Model.
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